Although techniques and instruments for endoscopic submucosal dissection (ESD) have improved, bleeding is still the most common complication. Minimizing the occurrence of bleeding is important because blood can interfere with subsequent procedures. Generally, ESD-related bleeding can be divided into intraprocedural and postprocedural bleedings. Postprocedural bleeding can be further classified into early post-ESD bleeding which occurs within 48 hours after ESD and late post-ESD bleeding which occurs later than 48 hours after ESD. A basic principle for avoiding intraprocedural bleeding is to watch for vessels and coagulate them before cutting. Several countertraction devices have been designed to minimize intraprocedural bleeding. Methods for reducing postprocedural bleeding include administration of proton-pump inhibitors or prophylactic coagulation after ESD. Medical adhesive spray such as n-butyl-2-cyanoacrylate is also an option for preventing postprocedural bleeding. Various endoscopic treatment modalities are used for both intraprocedural and postprocedural bleeding. However, hemoclipping is infrequently used during ESD because the clips interfere with subsequent resection. Bleeding that occurs as a result of ESD can usually be managed easily. Nonetheless, more effective ways to prevent bleeding, including reliable ESD techniques, must be developed.
INTRODUCTION
Endoscopic submucosal dissection (ESD) was developed for en bloc resections for all tumor sizes and locations. 1 ESD is an advanced technique with a long procedure time compared to endoscopic mucosal resection (EMR). 2, 3 In addition, intraoperative bleeding is more frequent during ESD than during EMR. 4 Although ESD techniques and instruments have improved, bleeding is still the most common complication. 5, 6 Minimizing bleeding is important because blood interferes with subsequent endoscopic procedures. In this review, we discuss how to avoid and control ESD-related bleeding.
CLASSIFICATION OF ESD-RELATED BLEEDINGS
ESD-related bleedings are generally divided into intraprocedural and postprocedural bleedings. Postprocedural bleedings are further classified into early post-ESD bleeding within 48 hours of ESD and late post-ESD bleeding later than 48 hours after ESD. 7 Intraprocedural bleeding can develop during ESD including during submucosal injection, incision, or dissection. Fig.  1 shows the various types of intraprocedural bleeding. Submucosal vasculature is abundant in the stomach and precisely predicting the distribution of submucosal vessel is difficult. Therefore, intraprocedural bleeding is hard to avoid and occurs in almost all ESDs. However, reported intraprocedural bleeding rates vary from 22.6% to 90.6%. 4, 8, 9 This discrepancy in rates is due to different intraprocedural bleeding definitions, which range from inconsequential bleeding that stops spontaneously to massive bleeding that requires transfusion or termination of the ESD.
Postprocedural bleeding manifests as hematemesis and/or 
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melena and a drop in hemoglobin. Postprocedural bleeding occurs in 1.3% to 11.9% of patients who undergo ESD (Table  1) . 7, [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] Although about 50% to 70% of bleeding is observed within 2 days of ESD, bleeding can develop as late as 2 weeks after the procedure. 13, 30 Late post-ESD bleeding that appears after patients are discharged is a concern for both endoscopists and patients, because urgent outpatient treatment is difficult.
RISK FACTORS FOR ESD-RELATED BLEEDING
To determine how to minimize ESD-related bleeding, studies have evaluated risk factors for bleeding after ESD. Intraprocedural bleeding develops more commonly with lesions in the upper third of the stomach 3, 8 because of abundant distribution of vessels in the submucosa. 31 Technical difficulty could be another reason for frequent bleeding. In contrast to intraprocedural bleeding, postprocedural bleeding is observed more frequently at lesions in the middle or lower third of the stomach. 3, [32] [33] [34] Large specimen size is a well-known risk factor for postprocedural bleeding, with studies finding that postprocedural bleeding increases for lesions that are widely resected (≥40 mm). 23, 32, 35 The possibility that antiplatelet agents are risk factors for intraprocedural or postprocedural bleeding is controversial. The 2009 American Society for Gastrointestinal Endoscopy guidelines recommended continued treatment with aspirin. 36 However, the European Society of Gastrointestinal Endoscopy guidelines recommend discontinuation of aspirin for 5 days in patients with low thrombotic risk. 37 The guidelines were based on observational studies, expert opinions, and best clinical practices, and rarely supported by prospective randomized studies. To draw definite conclusions, well-designed prospective studies are needed. A recent large, retrospective study showed that antithrombotic drugs are risk factors for late post-ESD bleeding. 35 Since large artificial ulcers are related to a high postprocedural bleeding rate, antiplatelet agents that interfere with artificial ulcer healing could be a risk factor for postprocedural bleeding. Therefore, careful administration of antiplatelet agents could be needed, even without evidence of bleeding at the time of drug reinitiation. 
PREVENTING ESD-RELATED BLEEDING
A basic principle for avoiding intraprocedural bleeding is to watch for vessels, and coagulate them before cutting (Fig. 2) . In addition, understanding the anatomical characteristics of a particular area of the stomach is essential for a successful and safe ESD. The antrum has little fibrotic tissue and low density vasculature in the submucosal layer. 38 The lesser curvature of the stomach body has little fibrotic tissue, similar to the antrum; however, it has large-diameter, perforating vessels. In contrast to the lesser curvature of the stomach body, the anterior and posterior wall sides have more perforating branches and fibrotic submucosa, which generally makes incision and dissection more difficult.
Endoscopic ultrasonography (EUS) was used to evaluate submucosal vascular structure to predict intraprocedural bleeding. A retrospective study by Kikuchi et al. 39 showed that the frequency of clip use was higher in lesions rich in vascular structure compared to lesions without rich vascular structure. Their subsequent prospective study revealed that EUS predicted procedure time, muscle injury incidence, and frequency of clip use. However, intraprocedural bleeding could not be predicted by preoperative EUS findings. 40 Various countertraction devices have been developed to minimize intraprocedural bleeding. 41 Methods using these devices include transnasal endoscope-assisted ESD, external grasping-type forceps, Fig. 2 . Watch for vessels, and coagulate them before cutting to prevent intraprocedural bleeding. Understanding stomach anatomical characteristics such as large-diameter perforating vessels in the lesser body curvature is important. Submucosal dissection in this area should be cautious compared to the antrum. (A-C) During submucosal dissection, one large vessel was identified, and dissection was stopped. (D-F) Thermocoagulation hemostasis using hemostatic forceps was performed.
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yo-yo technique, and clip-band technique. All countertraction devices expose the submucosa to the endoscopist's visual field for easier and safer ESD. Some devices, however, require an additional assistant. The best way to reduce postprocedural bleeding is administration of a proton-pump inhibitor (PPI) ( Table 2) . 21, [42] [43] [44] [45] In several studies, PPIs were superior to histamine-2-receptor antagonists at preventing postprocedural bleeding; 46 however, preoperative administration of PPIs might not offer additional benefit. 47 In addition, the optimal duration of PPI administration among patients who undergo ESD is unclear. A prospective study from Japan concluded that administration of PPIs for 2 weeks for ESD-induced ulcers might be sufficient to aid healing without increasing the risk of adverse effects. 48 Another study showed that the optimal duration of PPI treatment varies based on the ESD-induced ulcer size; patients with an ESD-induced ulcer larger than 40 mm should be treated with an 8-week course of PPIs. 43 Another well-known method for preventing postprocedural bleeding is prophylactic coagulation of visible vessels in the resection area. 33 Many endoscopists agree that prophylactic coagulation of nonbleeding visible vessels is necessary. However, aggressive, routine coagulation of all visible vessels could risk perforation, although this possibility has not been confirmed in a trial. Some investigators, therefore, have developed methods to try to identify vessels that have a low risk of bleeding. One method uses infrared imaging. 49 Yoshida et al. 49 classified nonbleeding visible vessels a blue or gray points using this system and water-jet pressure was applied to an artificial ulcer base to induce iatrogenic bleeding. Vessels with blood flow were dark gray from infrared absorption by hemoglobin; coagulated vessels were blue. Iatrogenic bleeding occurred only at gray and not blue points. Doppler ultrasonography (US) has also been used to distinguish low-risk vessels for bleeding. Uedo et al. 50 performed prophylactic coagulation using Doppler US signals in 10 patients who underwent ESD. No postprocedural bleeding was observed. Although these were pilot studies and the methods have not been generalized, these types of efforts will improve ESD techniques and safety. Another method suggested to reduce postprocedural bleeding is secondlook endoscopy after ESD, which many endoscopists perform. 26, 30 However, evidence that second-look endoscopy reduces postprocedural bleeding is lacking. 13, 30 Recently, a new method for preventing postprocedural bleeding using medical adhesive such as n-butyl-2-cyanoacrylate was reported by a Chinese prospective study. The study revealed that medical adhesive spray is effective in preventing postprocedural bleeding (medical adhesive group vs. control group, 0% vs. 4.88%; p=0.035). 51 Since medical adhesives are usually used to treat gastric varices, the results were unexpected. Medical adhesive spray could be an option for preventing postprocedural bleeding. Lansoprazole 30 mg given to all patients for an initial 2 days before study medication was started; c)
Matched case-control study. Intravenous pantoprazole 80 mg given 2 hours before endoscopic submucosal dissection to all patients followed by 8 mg/hr intravenous pantoprazole was given continuously.
CONTROLLING ESD-RELATED BLEEDING
For cases of intraprocedural bleeding, the hemostatic method should be chosen according to the appearance and the severity of the bleeding. Minimal bleeding can be controlled with epinephrine spray, compression by the tip of an endoscope, or subtle coagulation by electrosurgical knives such as an insulated-tipped knife. Bleeding can stop spontaneously, so waiting briefly is an option for controlling intraprocedural bleeding. Severe bleeding that cannot be easily controlled should be treated with a hemostasis device. Epinephrine mixed into a solution that acts as a submucosal cushion is useful for both peptic and ESD-induced ulcers. 52 The most common method for controlling severe bleeding is thermocoagulation hemostasis using hemostatic forceps. 53 These forceps have been developed especially for hemostasis and have a narrow opening angle, a small cup, and a blunt edge to ensure efficient electrocoagulation. 53, 54 If the exact bleeder cannot be identified, broad coagulation of the lesion or trimming the submucosal layer to expose the bleeder should be considered. However, excessive coagulation increases the resistance to electrical cutting, interfering with subsequent procedures. Hemoclipping is an alternative for hemostasis of intraprocedural bleeding; however, it is used less often during ESD because endoscopic clips interfere with subsequent resection procedures. 5 To control post-ESD bleeding, various endoscopic treatment modalities can be used individually or in combination. Early in the healing period of artificial ulcer, the ulcer base is still soft with little granulation tissue, so endoscopic clips or electrocautery using hemostatic forceps can be applied to control the bleeding. 5 Late in the healing period, the artificial ulcer base hardens with granulation tissue, so the injection method is preferable. 5 Although almost all bleeding events can be controlled endoscopically, interventional radiologic methods for vascular embolization or surgery are also hemostasis options and should be considered when endoscopic management fails or disseminated intravascular coagulation is developed.
CONCLUSIONS
Although bleeding often occurs as a result of ESD, it can almost always be easily managed. However, more effective ways to prevent ESD-related bleeding, including reliable ESD techniques, must be developed.
